INTRODUCTION {#sec1-1}
============

Mental and behavioral disorders are present at any point in time in about 10% of the adult population worldwide. The burden of mental disorders is maximal in young adults, the most productive section of the population. Neuropsychiatry conditions together account for 10.96% of the global burden of disease as measured by disability-adjusted life years (DALYs). Projections estimate that by the year 2020, neuropsychiatric conditions will account for 15% of disabilities worldwide, with unipolar depression alone accounting for 5.7% of DALYs and will stand second in top 10 leading causes of disability.\[[@ref1]\] The total economic costs of mental disorders are substantial in terms of gross national product (GNP) loss. In most countries, families bear a significant proportion of these economic costs because of the absence of public funded comprehensive mental health service networks. Families also incur social costs, such as the emotional burden of looking after disabled family members, diminished quality of life for carers, social exclusion, stigmatization, and loss of future opportunities for self-improvement.\[[@ref2]\] This burden emphasizes the need of scientific studies in various aspects of mental disorders.

In India, the prevalence of mental disorders ranges from 10 to 370 per 1000 population in different parts of the country.\[[@ref3][@ref4]\] The median conservative estimate of 65 per 1000 population has been given by Gururaj *et al*.\[[@ref5]\] The rates are higher in females by approximately 20-25%. As far as causation of mental morbidity is concerned, there are many factors similar to any other world community, but delayed health-seeking behavior, illiteracy, cultural and geographic distribution of people are special for India.

Access to adequate mental health care always falls short of both implicit and explicit needs. This can be explained in part by the fact that mental illness is still not well understood, often ignored, and considered a taboo. The mentally ill, their families and relatives, as well as professionals providing specialized care, are still the object of marked stigmatization. These attitudes are deeply rooted in society. The concept of mental illness is often associated with fear of potential threat of patients with such illnesses. Fear, adverse attitude, and ignorance of mental illness can result in an insufficient focus on a patient\'s physical health needs. The belief that mental illness is incurable or self-inflicted can also be damaging, leading to patients not being referred for appropriate mental health care.\[[@ref6]\] It is found that current treatment coverage ranges from 15 to 45% only and there is, therefore, gross underutilization of services.\[[@ref7]--[@ref9]\] Many factors contribute to such underutilization of services. The attitude of individual patient toward his or her mental disorders is important as far as health seeking is concerned. Adverse attitude toward psychiatry and psychiatrists has been observed among medical professionals,\[[@ref10]\] which could be another hindrance in providing adequate mental health services. It is pertinent to study the perceptions, myths, beliefs, and health-seeking behavior for mental health of population.

"Myth" usually refers to a story of forgotten or vague origin, basically religious or supernatural in nature, which seeks to explain or rationalize one or more aspects of the world or a society. The study of myth must not and cannot be separated from the study of religion, religious beliefs, or religious rituals.\[[@ref11]\] Belief is usually defined as a conviction of the truth of a proposition without its verification; therefore, a belief is a subjective mental interpretation derived from perception, contemplation (reasoning), or communication. Belief is always associated with a denial of reality. The renunciation of belief is then an educational task and a psychological struggle, both liable to encounter much resistance. Psychoanalytic treatment cannot itself dispense with belief, for the transference, which reactivates infantile processes, demands that the patient lend credence to the analyst\'s words even though these do not belong to the realm of demonstrable truth. Therefore, in most of the cases, psychoanalysis is temporarily replacing one belief by another.\[[@ref12]\] Some proposed an idea that many (if not most) faith-based religious beliefs are actually delusional beliefs.\[[@ref13][@ref14]\] Myths and beliefs are also responsible for practices which could be harmful to health. The objective of scientific study on myths and belief should be to identify and replace them with truth to ensure better health based on scientific knowledge.

MATERIALS AND METHODS {#sec1-2}
=====================

A comparative cross-sectional study was designed, which is the part of ongoing multiple studies, with the objective to assess belief, myths, perception, and health-seeking behavior of the population. The sample size was calculated on the basis of expected frequency of myths and health-seeking behavior for mental disorders in population, which was taken as 50%. Taking a worst acceptable frequency of 45% with 95% confidence, it came out to be 384.\[[@ref15]\] To get this sample, three groups were selected conveniently consisting of the following: a) a sample of 180 adult subjects (more than 15 years of age) randomly selected during house-to-house visit from a rural community having a population of approximately 5000; b) 180 adults from an urban community consisting of a population of approximately 5500; and c) 76 medical professionals from different health organizations of Delhi.\[[@ref16]\] The purpose of inclusion of data on medical professionals was to make comparison with the general population. It is to elucidate whether their medical scientific knowledge has any bearing on belief system related to mental health. Data on myths, religion, cultural belief system, and causes and treatment of mental disorders were collected using a pre-tested questionnaire. The questionnaire consists of various components: A. socio-demographic characteristics (10 items); B. attitude, belief, myths, and perception about mental diseases (11 items); C. causes of mental disorders (1 item having multiple responses); D. treatment of mental disorders (1 item having multiple responses); E. opinion about psychiatry and psychiatrists (2 items); F. religion and belief system of people (21 items): only 5 were analyzed; and G. health-seeking behavior (4 items): 3 were directly related to mental disorder and were analyzed. Components B-E were adopted from a validated questionnaire.\[[@ref10][@ref16]\] Scoring for questions on attitude, belief, and perception was taken on 3-point or 5-point Likert scale and analysis of such questions was carried out using only affirmative responses. Terms such as neurotransmitter, Intelligence Quotient (IQ), eccentric, etc. were explained in the questionnaire itself to reduce the interviewer bias. Data from the general population were obtained using the structured questionnaire by two trained doctors to decrease the reporting bias. In a pilot testing, inter-observer reliability was good as kappa was 65%. Unacceptability bias was minimized by standardizing the questionnaire. Test-retest reliability of questionnaire was 52% when the same questionnaire was applied after a 2-week interval. The questionnaire was translated from English to Hindi with the help of Hindi experts and then re-translated into English by another expert of public health who was not aware of the English version. It was checked with the original English version and any discrepancy was removed with discussion. Again, it was translated by a bilingual expert into Hindi version to suit the language understanding of the study subjects.

Data were analyzed with the help of Epi-info software package of world health organization (WHO). Tests of significance such as chi-square test for qualitative data were used for comparison within three groups. The purpose of the study was explained to all subjects and voluntary verbal informed consent was obtained from them before filling up of questionnaire. The responses were kept anonymous to encourage candid opinions. Each adult subject in the family in community survey and hospital in medical professional groups was interviewed while keeping maximum possible privacy.

RESULTS {#sec1-3}
=======

The sample from urban and rural areas and medical professionals were significantly different when their age groups, socioeconomic status, and family size were compared \[[Table 1](#T1){ref-type="table"}\]. However, gender-wise distribution of study subjects in different samples was not significantly different. Rural sample was much younger in age, belonged to middle class and bigger family size as compared to urban and medical professionals.

###### 

Socioeconomic characteristics of the study population

![](IJPsy-53-324-g001)

Half of the urban subjects had considered mental illness as a disease, as compared to just 31.6% people from rural area. Despite this, 76.6% of rural respondents claimed that they would feel comfortable talking to a person with mental disorder, but only 59% of urban respondents agreed to this. More medical professionals (69.7%) agreed to be comfortable.

As far as risk of mental disorders is concerned, 23.6% believed that having less sexual desire makes a person prone to mental illness, but only 17.9% of urban subjects agreed to it and even lesser (6.6%) proportion of professionals believed so. One-third of the subjects believed that higher education and high IQs could be the cause of mental disorders \[[Table 2](#T2){ref-type="table"}\].

###### 

Attitude, beliefs, myths, and perception toward psychiatric disorders
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A significantly higher proportion of rural subjects (34.7%) believed that loss of semen/vaginal secretion is a cause of mental disorder, as compared to 8.4% of urban subjects and 1.3% of professionals (χ^2^ =57.1, df=2, *P*\<0.001). Similarly, 52% of rural population believed that polluted air causes mental illness, as compared to 11.8% urban subjects and 5.3% professionals who thought so (χ^2^ =85.3, df=2, *P*\<0.001). Similarly, significantly higher proportion (39.4%) of rural respondents believed that mental illness is the punishment given to patients by God for their past sin, as compared to urban subjects and professionals (χ^2^ =29.4, df=2, *P*\<0.001). Biological reasons such as genetic and imbalanced neurotransmitters were also mentioned by the respondents to be the cause of mental disorders \[[Table 3](#T3){ref-type="table"}\].

###### 

Causes of psychiatric disorders
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The results of their attitudes toward treatment of mental disorders highlighted the ignorance prevailing in Indian society and urgent need of awareness among people. 33.7% subjects in rural areas and 40% in urban areas and 8% of the professionals believed that mental illnesses are untreatable. This difference was statistically significant (χ^2^ =23.5, df=2, *P*\<0.001). 26.1% in rural areas, 31.6% in urban areas, and 11.8% of the professionals believed that the disease can be treated by faith healers or *tantriks* (χ^2^ =10.9, df=2, *P*=0.004) \[[Table 4](#T4){ref-type="table"}\]. This could be due to having an adverse attitude toward psychiatrists because 18.6% of the urban population believed psychiatrists to be eccentric, as compared to about 47% of the rural population. Very high proportion of professionals also believed the same (37.9%).

###### 

Attitude toward treatment of psychiatric disorders
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Regarding cultural and religious beliefs, significant differences were seen between the three communities \[[Table 5](#T5){ref-type="table"}\]. A large number of people in all three groups believed that daily worshipping and keeping fasts can reduce the bad effects. A significant proportion of people believed that destiny or work started on an auspicious day can be the only factors behind one\'s successes. 39.4% people in rural areas, 34.4% in urban areas, and 4% of the professionals believed in bad effects of ghosts/devil/witches. 25% of the rural respondents even claimed to have come across a person getting cured this way, but only 14% of the urban respondents believed so.

###### 

Opinion about psychiatry and psychiatrists and beliefs system
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Health-seeking behavior was assessed in urban and rural sample only. The health-seeking behavior of people yielded highly unfavorable results as less than 13.6% of people said that they would prefer going to a psychiatrist when they feel sad or anxious and 25% would prefer the same when they feel out of control. These proportions of mental health seeking except for feeling sad were significantly more in urban population than in rural population (for anxiety: χ^2^ =5.2, df=1, *P*\<0.02; for out of control situation: χ^2^ =17.1, df=1, *P*\<0.001) \[[Table 6](#T6){ref-type="table"}\].

###### 

Reasons given by subjects for visiting a psychiatrist
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DISCUSSION {#sec1-4}
==========

In the present study, 36.9% of rural subjects, 43.2% of urban subjects, and 44.7% of the medical professionals reported that they would oppose marriage with a person recovered from mental illness. One-third of the subjects stated that they would not be comfortable talking to a recovered person. This indicates that in addition to the obvious suffering caused by mental disorders, there is a hidden burden of stigma and discrimination. In both low-income and high-income countries, the stigmatization of people with mental disorders has persisted throughout history. Stigma is manifested as bias, stereotyping, fear, embarrassment, anger, rejection, or avoidance. For people suffering from mental disorders, there have been violations of basic human rights and freedoms, as well as denials of civil, political, economic, and social rights, in both institutions and communities. Physical, sexual, and psychological abuses are everyday experiences for many people with mental disorders. They face rejection, unfair denial of employment opportunities, and discrimination in access to services, health insurance, and housing. Much of this goes unreported, and therefore the burden remains unquantified.\[[@ref17]\]

Generally, people do not sympathize with a mentally ill person because they impart value to the patient and believe that the person lacks the will power to pull himself or herself up and is just not making an effort.\[[@ref18]\] Many times patients are ignored, isolated, or taken to sorcerers and faith healers, and treated with rituals rather than with appropriate medications. It is also recognized that labeling such people, and then drugging them, is destructive and morally wrong.\[[@ref18]\] Problem is lying in the society that lacks knowledge of coping methods. Gadit and Reed\[[@ref19]\] reported that only 5% people in Pakistan came to the attention of a psychiatrist. This difference could be due to the cultural and religious differences existing and lack of availability of adequate number of psychiatrists in Pakistan. It was found that faith healers are important health care providers, especially with regard to treatment in less-privileged and less-resourceful people. This finding correlates with the finding of a study conducted by Jiloha and Kishore.\[[@ref20]\] The present study also revealed that many people have belief in supernatural powers as the causative agents of mental illness, which has remained the same more than three decades after Neiki\[[@ref21]\] had reported. In our study, the majority of patients who believed in supernatural agents as the causative factors of their illness were from rural areas having low socioeconomic status. These findings are similar to the documented findings of Sethi *et al*. and Trivedi and Sethi.\[[@ref22]--[@ref24]\]

When it comes to urban India, even university graduates and some patients who did not finally believe in supernatural causes of mental illness had consulted faith healers. A similar practice was observed by Kua *et al*. and Rizali *et al*.\[[@ref25][@ref26]\]

There are various other myths regarding the causes of mental illness. Bad parenting, air pollution, loss of semen, poor diet, past sin, curse of God, and evil eye are some of the important myths related to its causation. People usually do not accept the medical reasons for mental disorders. That is why, they always criticize medical treatment modalities, particularly, electroconvulsive therapy. Many people believed that children and adolescents do not develop severe illness as frequently as adults.

The present study indicates that large numbers of subjects have belief that prayer or *pooja* or *hawan* can reduce the bad effects and that ghost can be removed by *tantriks/ojha*. Such belief systems in all sections of the society prevent the patients from coming forward to seek psychiatric help when they suffer from abnormal behaviors. Another reason of not seeking help is having the adverse attitude toward psychiatry and psychiatrists. In the present study, a large proportion of subjects, particularly from rural area, believed that psychiatrists are eccentric and do nothing.

There are some positive outcomes as well from our study, such as that more people now recognized mental illness as a disease (49.2% urban, 31.6% rural, and 82.4% professionals). More people were comfortable talking to a patient who recovered from mental illness, among rural (76.6%) than urban subjects (59%) and medical professionals (69.7%). This could be due to the acceptance of mentally ill person in the rural society.

Myths and misconceptions about mental illness contribute to the stigma, which leads many people to be ashamed and prevents them from seeking help. Stigma is something about a person that causes her or him to have a deeply compromised social standing, a mark of shame or discredit. Generally, people who have mental disorders are considered lazy, unintelligent, worthless, stupid, unsafe to be with, violent, always in need of supervision, possessed by demons, recipients of divine punishment, unpredictable, unreliable, irresponsible, without conscious, incompetent to marry and raise children, unable to work, affects rich people, increasingly unwell throughout life, and in need of hospitalization.\[[@ref17]\] Unfortunately, such misconceptions remain predominant in people who are supposed to deliver the health care services. It is found that medical professionals share high proportion of misconceptions and have discriminatory attitude toward psychiatry and patients of mental disorders.\[[@ref10][@ref16]\] This should not happen because effective treatment exists for almost all mental illnesses. Worse, the stigma experienced by people with a mental illness can be more destructive than the illness itself. Widespread social stigma, myths, and adverse belief systems of mental illness cannot be removed by just increasing the public awareness, but rather requires a comprehensive community-based program based on psychosocial understanding of the disease.
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